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COMPLAINT INVESTIGATION FORM 
lf there is an issue with more than one veterinarian please file a 


separate Complaint Investigation Form for each veterinarian 
PLEASE PRINT OR TYPE 


‘THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 
Name of Veterinarian/Cvt: Katherine Goulbourn 
Premise Name: North Valley Pet Hospital 


Premise Address: 1440 East Hammer Rd 
AZ Zip Code; 86426 


A. 


City; FortMohave State: 
Telephone: (926) 768-6967 


INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT*: 
Name: Michele McPhee 
Address: ———— 
City: State: — 
Home Telephone: [——_——> 


Zip Code: =— 
Cell Telephone: @==—===—=) 


*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 


RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 


COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C, PATIENT INFORMATION (1): 


Name: Callie 
Breed/Species: Pittie mix 
foo Se Sex: female Color: Fed/brown 


PATIENT INFORMATION (2): 
Name: 


Breed/Species: 
Age: SOX). os = SCOIOR 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 


direct knowledge regarding this case. 
Refer to attached medical records. Dr Goulbourn herself provided the information 
stating that Callie's death was a direct result of her/the staffs actions. 


Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records yr information necessary to complete the 


investigation of this case. 


Signature: 


Date: /OF0O 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all Information that you feel is relevant fo the complaint. This 
portion must be either typewritten or clearly printed in ink. 


On October 1, 2020 | brought Callie to the North Valley Pet Hospital to see Dr. 
Goulbourn for spaying and micro-chipping. Callie had no known allergies or medical 
concerns and was a healthy, happy, energetic puppy. 


During the procedure Callie's heart stopped, CPR was performed but was unsuccessful. 


Dr. Goulbourn investigated Callie's death and determined that "in between surgeries, 
and thus changing to a different anesthetic circuit, the oxygen hose was not connected 
to the machine. Callie was not receiving oxygen once she was in the surgery suite." 
"Callie passed away from complications from hypoxia/anoxia." 


This was an inexcusable and unacceptable death due to Dr. Goulbourn's negligence. Is 
there no protocol that states you check the machine before starting surgery? Is there no 
pulse oximetry used during surgery? 


There were several key steps that were either missed or ignored: 

1. Machine not checked before surgery 

2. Machine not checked after Callie was brought into the surgery suite and connected. 
3. Callie "acted as though she was coming out of anesthesia." Was she coming out of 
anesthesia or was she struggling to breath because she was not getting oxygen? Was 
this checked before giving her more anesthesia? 

4, A pulse ox was either not used or not monitored as it would have shown Callie's 
oxygen level dropping. 


Dr. Goulbourn has informed me that they have "instituted a new protocol to leak-check 
the anesthetic machines between circuit changes, not just at the beginning of a surgery 
morning." This Is disturbing to me - how can the machine only be checked in the 
morning? How is a doctor allowed to perform surgery without checking to make sure 
everything is in order before proceeding? 


Has this happened before and the office just placates the owner and hopes that it 
doesn't get reported? Have complaints been previously brought to the office/vet? 


Callie's death is a direct result of Gross Negligence from Dr. Katherine Goulbourn. 
Regardless of who was responsible for connecting the machine, was in the room, was 
monitoring Callie, the ultimate responsibility is on the doctor. Callie's death could have 
easily been prevented. 


| spent thousands of dollars on supplies, food, training, adoption, and transportation 
costs. | got Callie as an emotional support animal. Needless to say, her death has 
devastated me. It goes beyond grief as her death was so preventable. 


Please review her attached medical records, investigate Dr. Goulbourn and North Valley 
Pet Hospital, and most important hold them accountable for Callie's death. 
Thank you 
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Arizona State Veterinary Medical Examining Board 
1740 W. Adams St., Ste. 4600 
Phoenix, AZ, 85007 


21-63 In Re: Katherine Goulbourn, DVM 
To the Members of the Investigation Division: 


This letter is in response to the complaint brought to you by Michele 
McPhee concerning her 6-month-old Pit Bull mix female, Callie, that died 
during ovariohysterectomy surgery. 


On 1 Oct 2020, Callie presented to North Valley Pet Hospital for 
ovariohysterectomy and microchip implantation. Her physical examination 
was normal aside from a retained canine (604). Mrs. McPhee had 
requested her skin be examined due to having “bumps” present from time 
to time, but none were seen on examination. Callie was scheduled to be 
the second surgery of the morning. 


Callie was brought into the surgery suite after being anesthetized, and her 


surgery site clipped and scrubbed by treatment staff. Surgery assistant 
Talya Briceno had prepared the surgery area for Callie following the first 
surgery of the morning, while | scrubbed up, donned surgery attire, and set 
up the surgical instruments on the tray. 


After making the incision on her ventral midline, and exteriorizing her left 
uterine horn and ovary with a spay hook, Callie’s respiratory rate increased, 
and she began to have mild swallowing. Suspecting that Callie was in too 
light a plane of anesthesia for that portion of the surgery, | instructed Ms. 
Briceno to increase the isoflurane. Callie began to move and swallow more, 


and | instructed Ms. Briceno to administer propofol IV to effect. Callie’s 
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pulse oximeter was readjusted several times during her movements, but it 
was observed that her oxygen was decreasing. | asked Ms. Briceno to 
confirm the oxygen flowmeter was registering oxygen flow, and that the 
scavenging system was properly attached, as from my vantage point, the 
soda lime canister and fluids and fluid pump blocked much of my view to 
this area of the anesthetic machine. Ms. Briceno confirmed that the 
machine was working properly. Callie’s respiratory rate slowed, and her 
oxygen level continued to decline, at which time | recommended decreasing 
the isoflurane to off. 


Ms. Briceno asked treatment staff member, Deseree Ruedas, to help her 
with Callie’s anesthetic monitoring. | informed Mrs. Ruedas of Callie’s 
respiratory rate and oxygen level, at which point Mrs. Ruedas went to 
compress the reservoir bag to give Callie a manual respiration, and 
discovered that the tubing connecting the oxygen flowmeter to the 
rebreathing circuit and scavenging system were not connected. She 
immediately reconnected the tubing and began manual respirations for 
Callie. Callie did not resume respirations on her own, so Mrs. Ruedas left 
the surgery suite to obtain doxapram, while Ms. Briceno resumed the 
manual respirations. There was still normal looking but slower electrical 
activity on Callie’s ECG, but | still asked Ms. Briceno to auscultate her heart 
rate with the esophageal stethoscope. She stated that she could not hear a 
heartbeat, and | called for the crash cart and began chest compressions. 

Ms. Briceno and several treatment staff members wheeled in the crash cart, 
helped to untie Callie’s legs from the surgery table so that she could be in 
right lateral recumbency, helped to hold her abdomen during compressions 
because of the open incision, and rotated with me for chest compression 
cycles. Epinephrine, atropine, and doxapram were all administered multiple 
times as part of the CPR efforts. 


| am unsure which staff member had called Mrs. McPhee, but | spoke to her 
when | rotated out of a chest compression cycle and informed her that we 
had begun cardiopulmonary resuscitation on Callie, and asked her if she 
wanted us to continue with the procedure. She only wanted me to continue 
if | thought she could be revived, and we continued CPR efforts. Callie’s 
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pupils became fixed and dilated, and she did not return to spontaneous 
circulation or respiration. CPR efforts were ceased at my direction. 


On 2 Oct 2020, | informed owner and senior veterinarian, Dr. William Dean, 
of the incident, and of my intent to follow up with Mrs. McPhee that 
morning about the error that resulted in Callie’s death. He said that the 
protocol of checking the anesthesia machines each morning would be 
revised to each time there is a change between non-rebreathing and 
rebreathing circuits, and advised me to let Mrs. McPhee know that as part 
of our conversation. Mrs. McPhee called NVPH while | was speaking with 
Dr. Dean, and | spoke to her shortly after my conversation with him. © 


| have described what happened with Callie to the best of my recollection. 
Ms. Briceno’s typewritten statement is included. 


Mrs. Ruedas is no longer employed at North Valley Pet Hospital, and the 
only contact information | have for her is her cell phone: (928) 444-3978. 


Kind regards, 


Katherine Goulbourn, BVM&S 5 


Douglas A. Ducey Victoria Whitmore 
- Governor - - Executive Director - 
ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 


1740 W. Adams Street, Ste. 4600, Phoenix, Arizona 85007 
Phone (602) 364-I-PET (1738) gg FAX (602) 364-1039 


vetboard.az.gov 


INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: PM Investigative Committee: Adam Almaraz - Chair 
Amrit Rai, DVM 
Cameron Dow, DVM 
Brian Sidaway, DVM 


STAFF PRESENT: Tracy A. Riendeau, CVT — Investigations 
Marc Harris, Assistant Attorney General 


RE: Case: 21-63 
Complainant(s}): Michele McPhee 
Respondent(s): Katherine Goulbourn, BVM&S (License: 6197) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 11/10/20 Laws as Amended August 2018 
Committee Discussion: 5/4/21 (Lime Green); Rules as Revised 
Board IIR: 6/16/21 September 2013 (Yellow) 


On October 1, 2020, “Callie,” a 6-month-old female Pitbull mix was presented to 
Respondent for a spay procedure. The dog was anesthetized and prepped for surgery. Once 
in the surgery suite and surgery was started, the dog began to move and swallow, therefore 


the isoflurane was increased and more propofol was administered. 


The dog's oxygen level decreased and respiratory rate slowed. The anesthesia was 
turned off; the anesthetic machine was evaluated and it was discovered that the tubing 
connecting the oxygen flowmeter to the rebreathing circuit and scavenging system were not 
connected. The tubing was connected and manual respirations were started. The dog did not 
resume breathing on her own, resuscitation medications were administered and CPR was 


performed without success. The dog passed away. 


Complainant was noticed and appeared telephonically. 
Respondent was noticed and appeared telephonically. Counsel, David Stoll, appeared. 


21-63, Katherine Goulbourn, DVM 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Complainant(s) narrative: Michele McPhee 
e Respondent(s) narrative/medical record: Katherine Goulbourn, BVM&S 


PROPOSED ‘FINDINGS of FACT’: 


1. On October 1, 2020, the dog was presented to Respondent for a spay procedure and 
microchip implantation. Upon exam, the dog had a weight = 40.2 pounds, a temperature = 
102.7 degrees, a heart rate = 140bpm, and a respiration rate = pant; BCS 5/9. The only 
abnormality Respondent noted was a retained deciduous canine — tooth 604. 


2. An lV catheter was placed, 0.9% Saline was started and an Onsior tablet was given to the 
dog. The dog was pre-medicated with dexmedetomidine and hydromorphone |M; induced 
with propofol IV; and maintained on isoflurane and oxygen. The dog was clipped and 
prepped for surgery before being brought into the surgery suite. 


3. Respondent started the spay procedure; she had exteriorized a uterine horn, and stretched 
or tore the suspensory ligament. At this time, the dog reacted as if she was coming out of 
anesthesia — she began to move, swallow, and blink - therefore the isoflurane was increased; 
the dog was still not in an appropriate anesthetic plane. The dog was administered the 
remaining amount of propofol from induction, then additional propofol to effect. The dog's 
oxygen was decreasing, staff confirmed that the oxygen flowmeter was registering oxygen 
flow and the scavenging system was properly attached. Respondent stated that medical 
equipment was blocking her view of the anesthetic machine but was assured by staff that the 
machine was working properly. The dog's respiration slowed and oxygen level continued to 
decline thus Respondent had staff turn off the isoflurane. 


4. Another staff member was requested to assist; when she went to compress the reservoir bag 
to give the dog a manual respiration, it was discovered that the tubing connecting the oxygen 
flowmeter to the rebreathing circuit and scavenging system were not connected. The tubing 
was immediately connected and manual respirations were initiated; the dog did not resume 
respirations on her own. 


5. The dog was positioned for CPR, resuscitation medications were administered and 
Respondent began chest compressions. Complainant was contacted and was made aware 
of what was occurring —she requested Respondent continue CPR if she thought the dog could 
be revived. Respondent continued until the dog's pupils became fixed and dilated. 


6. The following day, Respondent spoke with Complainant: she expressed her sympathies and 
advised her that they discovered the oxygen hose was not connected to the machine thus 
the dog was not receiving oxygen once in the surgery suite. Respondent suspected the dog 
passed away from complications from hypoxia/anoxia. She stated that although she could 
not rule-out an underlying condition that was not apparent on exam, Respondent still 
suspected hypoxia was the cause. Respondent advised Complainant that they have 
immediately instituted a new protocol to leak-check the anesthetic machines between circuit 
changes, not just at the beginning of a surgery morning. 
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21-63, Katherine Goulbourn, DVM 


COMMITTEE DISCUSSION: 


The Committee discussed that this was a terrible tragic accident. The Committee applauded 
Respondent for being honest and upfront with respect to what transpired. It is important to 
take responsibility for mistakes and when people do, they should not be punished for admitting 
them. 


The Committee discussed that checklists are important but at times staff does not take them 
seriously. It appears that the anesthetic machines were checked in the morning but not 
between procedures, which has now been implemented. 

The Committee was conflicted because they felt there was negligence but it was an 
accident. Trained staff, that Respondent trusted and was confident with, was supposed to 
ensure these things did not occur. The premises took care of the fees associated with the 


surgery and the dog's cremation. These situations impact the veterinarian and staff, as well as 
the pet owner. 


With respect to Complainant, it is reasonable to request the incident be looked into. Some 
Committee members believed that this incident was an act of negligence that Respondent 
was ultimately responsible therefore a violation should be found. 
COMMITTEE'S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that no violations of the Veterinary Practice Act occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 
Motion: It was moved and seconded the Board: 

Dismiss this issue with no violation. 
Vote: The motion was approved with a vote of 3 to 1, Mr. Almaraz opposed. 
The information contained in this report was obtained from the case file, which includes the 


complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


TR 


Tracy A. Riendeau, CVT 
Investigative Division 
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